Figure: Initial non-contrast CT (A) showed no early ischemic changes. Initial CTASI (B,C) demonstrated occlusion of the left M1 and avascularity in most of
puncture was one hour and 47 minutes after symptom onset. Recanalization of the M1 branch (due to intravenous tPA) was demonstrated at the time of the initial left internal carotid angiogram ( Figure I ). With minimal wire and microcatheter maceration of residual thrombus in a proximal right M2 branch, complete recanalization (TICI 3) was achieved. At 24 hours follow-up, the patient had no residual clinical deficits and repeat CT and CTA showed no infarct, with persistent patency of the left MCA vessels (Figures J-L) .
A large area of avascularity on the initial CTASI obtained in the acute management of this patient suggested a large final infarct volume with little salvageable tissue. Yet, CTASI reprocessed in a delayed fashion after contrast injection showed delayed filling of MCA branches through leptomeningeal collaterals and more accurately predicted the extent of salvageable tissue. In cases where the transit of contrast through the cerebrum is delayed, such as in poor cardiac output states or proximal vessel occlusion, source images acquired early may overestimate infarct core and final infarct volume. Time-resolved CTA or CTP can be helpful in more accurately identifying infarct core and guiding decisions regarding the appropriateness of thrombolytic therapy. A post-contrast unenhanced CT may also be useful as a surrogate for time-resolved CTA if this is unavailable.
